would present patients to the students, followed by question and discussion. Students did not participate in the interview, nor were they in any way responsible for the care of the patient. In addition, students would attend Friday noon clinics, which were principally lectures presented by the professor and other senior members of the department, and occasionally illustrated by patient presentations. In that year, as intern and assistant resident, I have no memory of medical students working with me in the study and care of any of the patients assigned to me. In the following year, [1935] [1936] , Paul Preu launched the second-year preclinical course in psychiatry.
In the mid-thirties, at Colorado, introductory courses had been established in the preclinical years, usually consisting of 10-15 hourly lectures on psychobiology and psychopathology, an interdepartmental program between medicine and psychiatry had been initiated, and medical students, in their clinical years, were able to meet directly with patients. Here again, in these clerkships students were not involved in day-to-day care of the patient, nor did they meet with members of the patient's family. One must remember that full-time faculties in the clinical disciplines of medicine were rare or absent, most particularly in psychiatry.
When the medical-psychiatric liaison program was launched at the Peter Bent Brigham Hospital, in 1939, our work with the third and fourth-year Harvard medical students was not included under the teaching of psychiatry. There was a random distribution of students who would work with me when I studied and cared for psychiatric patients on one of the Brigham's medical and surgical floors.
Shortly before the War, in Cincinnati, I initiated an introductory course in the second year, and in the third year there were one-hour lectures on the neuroses and on mental diseases. In the fourth year, 1/8 of the class, probably 8-10 students, was assigned to the inpatient psychiatric floor twice weekly, for 2-3 hour periods and for shorter periods to the dispensary.
The point in all of this is to emphasize that before World WarII, while changes for the better had taken place, namely, the inclusion of courses in the preclinical period, increasing time assignments for clinical teaching, and the establishment of interdepartmental services, yet, unlike the student's assignment on the medical floors, he had little or no direct responsibility for the full study and continuing care of the psychiatric patient assigned to him.
Most of us acknowledge that the single, most important determinant of change in the departments of psychiatry in the United States since the end of World WarII, resulted from the enactment of the National Mental Health Act, passed by the 79th Congress in 1946, which made possible funds for education and research. Other determinants included the Hill Burton Act, which provided matching funds for the building of psychiatric services in general hospitals, most of which were established since 1947, and the expansion and liberalization of health insurance programs. As a result of these changes and because federal funds made it possible to appoint an increasing number of persons to full-and part-time clinical faculties, today's students are able to study and care for the mentally ill patient in the teaching hospital, that is, in the same setting in which they study and care for medical, surgical, and obstetrical patients.
On other occasions we have outlined in detail the nature and scope of the preclinical instruction and the clinical assignments to inpatient, outpatient, emergency, liaison, and extra hospital facilities [2] . From our experience and after a number of experiments with other systems, I remain convinced that the central, most important and useful assignment for the medical student in his clinical years is to the inpatient psychiatric service in the general teaching hospital for a period full-time, not less than 6 nor more than 8 weeks. Here the student has time to become involved with his patient and with his patient's family. He can see at first hand and participate in the interdisciplinary work of patient care on the hospital floor. There is continuity of observation, adequate supervision of his work, and provisions to lessen his initial anxiety in dealing with the patient and his family. With this experience he may acquire the emotional and intellectual confidence and competence to deal with anxious, dull, unresponsive, angry, delirious, demented, depressed, clinging, paranoid persons wherever he may meet them-in school, home, factory, outpatient department, medical floor of the hospital, neighborhood health center, or in his office.
It is, I believe, this experience, more than any other, which enables mastery of the phase-specific task of becoming a clinician, namely, the disciplining of his capacity for human intimacy. For the clinician this capacity for human intimacy is a necessary but not a sufficient condition. It must be adapted to his specific needs. The student, in becoming a clinician, must learn a new role which requires interest in and capacity for involvement with self and with others. Also necessary is conscious awareness of the implicit mutual expectations and emotional attitudes of the clinician and his patient. The role is learned through example and through precept. The student, as clinician, acquires the compassionate objectivity necessary to be able to observe clearly and reliably and record accurately so that the inferences from his observations may be valid and his decisions wise.
More than 30 years ago we set for ourselves certain goals in our teaching, and from the beginning we addressed ourselves to all of our students, not only those with special interests, or those who had made a career choice in psychiatry. While there have been minor changes in these objectives, for the most part they have stood the test of time, and I believe are as relevant today as they were years ago [3] . Let me summarize them briefly: (1) first and foremost, we encouraged the student's curiosity and fostered his capacity for critical perceptiveness; (2) we pointed out the need to understand the sequence of human growth and decline in our society, with attention to genic and experiential factors as determinants; (3) we attempted to give a historical background to help the student understand how the concepts of health and disease have developed from primitive, animistic, and more recent single cause ideas, to modern views of multiple causes and effects, of open rather than closed biological systems, of dynamic steady states, rather than fixed immutable equilibria; (4) both by precept and example, we helped our students to. learn the unique reciprocal relationships between patient and physician, and the latter's reciprocal relationships with nurses, psychologists, social workers, clergy, technicians, and others with whom he is associated in the care of the sick; (5) again, principally by example, the student had opportunity to understand the psychology and sociology of the patient and his family in acute illness, chronic illness, convalescence, disability, and the special problems of elective and urgent surgical intervention and other episodes needing medical attention; (6) from their direct, intimate, and responsible assignments with patients, students learned to recognize and identify emotionally and mentally sick persons whose distress was expressed in physical, psychological, or social symptoms or combinations thereof; (7) in terms of basic method, students learned how to listen to the patient's story, how to observe the patient and make the appropriate physical and psychological examinations, and it is through this experience that the medical student is helped to understand the differences between objective observation, participant observation, subjective observation, and self-observation; (8) because the student, in his internship, will probably not get any further systematic instruction in these matters, it is important for the student to learn what he can and should do in the management and treatment of emotionally and mentally sick patients, including the first aid management of disturbed patients; (9) for the same reason, it is important for the physician who is not a psychiatrist to understand what he cannot do and should not attempt; in short, he must learn the limits of his own knowledge and skills and how to make intelligent referrals to specialists, clinics, and hospitals; (10) again, through his own experience in working with his patients, he must learn about the community resources, the health, welfare, and judicial agencies which can be extensions of the physician's care of his patient.
Obviously, it is difficult to assess what one has accomplished in these matters. We do know that our students have had an extraordinarily good record over the years in the National Board Examinations of Psychiatry. We also know that we have contributed a generous number of persons to the psychiatric field, several of whom we believe have become distinguished in education, administration, research, and practice. However, beyond that, we have no systematic or precise knowledge of the influence of our teaching on the everyday professional conduct of our students. We have what I assume one could call folklore data on former students who became internists, surgeons, pediatricians, obstetricians, and psychiatrists, returning to us and telling us of their perception of the influence of our teaching in their daily lives. We have additional data, again not systematic, from patients and from colleagues of these former students who describe their psychological sensitivity and concern. Rarely indeed did we find a student who found himself unable to be concerned and engaged with the distress of the patient assigned to him. Earlier I stated, "We have not been impressed with any contrast in the interest in psychosocial matters between students who do and those who do not wish to become psychiatrists. In our samples of medical students and medical school applicants, we see large numbers of young men and women who have given serious attention to social and behavioral sciences in their collegiate experience, who have traveled, engaged in a wide range of life activities, who are sensitive to the acute problems of our world and its people, and are far from the stereotype image of the biological scientist, who sees little beyond his test tube or counter. For many of our students we see the psychiatric education we give them as providing some basic concepts and tools with which they can apply the human sensitivity and awareness of life problems that they already have to their work with patients [1] .
And this brings me to telling you how much I have learned from my students. Maimonides said it eight centuries ago: "I have learned much from my teachers, more from my colleagues, and most of all, from my pupils." It takes a little time, as Thoreau once said, for a man to fit his clothes. It takes a little time to become a teacher. A teacher cannot be a teacher without a student. A man cannot learn to be a husband without a wife; a mother without a child. Wordsworth's "The child is father to the man," tells us that the child takes his place in the education of his family. It is the responsiveness of the student, his engagement in the common task of acquiring knowledge; it is the mutuality of experience which makes it possible for the teacher to fulfill his role [4] .
The student offers challenge. I have the impression that I have learned more from the undergraduate medical students than from the graduate and resident group. The former are more apt to ask searching questions; perhaps being ahistoric, their minds are not yet overcluttered. The older group, at times, appears to have made its peace with ambiguity. At least it is more tolerant of our ignorances. I have been stimulated by the frankness, the originality, the freedom and mobility of the younger minds not . ... AND GLADLY TECHE" 113 yet concerned with consequences, and by the growing maturity and judgment of their elders. In the field of psychiatry, as in all other matters, the smaller the understanding of the situation, the more pretentious the form of expression, and I owe much to my students, who have helped me to distinguish between fact and fancy, notion and hypothesis, and they have impressed upon me the imperative need for clarity and to make every effort, as best one can, to start our journey together from a point coinmon to both. I know now that not all learn at the same rate. I learned, too, that some aspects of human biology, for example, those that relate to bereavement, aggression, and sexuality, may cause more anxiety and concern in the learning process than does the counting of bones. This requires different methods of teaching, and it requires that a student and teacher know each other. Perhaps more important than anything else, students have taught me how to be responsible as a teacher. It is a serious matter, trying to influence the mind of another. The teacher must become responsible and accountable, not only for learning proper methods of reaching the minds of his students, but also for remaining informed in the field of his studysufficiently informed so that he has some idea of the history of ideas and practices which have led to the present situation-sufficiently informed so that he is able to acquaint the student with points of view and evidence not necessarily sympathetic with the teacher's beliefs and convictions.
Having insisted that our students read Hans Christian Andersen's "The Emperor's New Clothes," they were not reluctant to point out our deficiencies and were more than generous with their comments.
In their first clinical assignment, fresh from the preclinical basic sciences, the students helped me understand more clearly the differences between the operations of the scientific investigator and those of the clinician. One learns that these are separate domains and that it is difficult for one to understand the other. The investigator defines in clearly operational terms the variables he wishes to test. It is apt to be a circumscribed or atomic view, as contrasted with the molar full sweep of the clinician. The investigator points towards behavior of members of a class, the nomothetic position, while the clinician has been traditionally idiographic. The investigator, perforce, because of the circumscribed sample, is ahistoric, while the hallmark of the clinician has been his allegiance to the historic method, and, finally, there is the therapeutic intent and obligation of the clinician, which affords him no option of leisure and further demarcates him from his investigator colleague's basic curiosity.
From their sample of experience, principally in the university teaching general hospital, students have pointed out to us major areas of neglect-the chronically sick, the poor, the black, the addict, the retarded, the alcoholic, and the criminal. Furthermore, they have drawn our attention to a certain elitism in our preferring to care for the middle-class neurotic, to the neglect of the chronic psychotic. Most particularly did they find us deficient in the area of child care, where most of our clinics were still engaged with the study and treatment of neurotic children of neurotic middle-class suburban parents, with gross neglect of the battered child, the burned child, the brain-damaged child, the psychotic child, the retarded child, and the delinquent child.
From a conceptual point of view, they helped us to see more clearly that the Parsonian model of the sick role, designed for those who are acutely physically ill, is not useful when applied to the psychiatric patient, or, for that matter, to patients with chronic illness. Most studies indicate that the extent of societal agreement about admission to the sick role decreases as the social and psychological aspects of the condition increase. Obvious differences include the notions of individual responsibility and incapacity; the hazard as well as the reward, for seeking technical professional help; the dependent-passive-submissive versus the independent-active-self-directed interactions with the professional person. Their principal criticism of the preclinical courses is that behavior is apt to be explained principally, if not exclusively, in psychological notions, which emerged from Freud's study of neurotic patients, in which he drew attention to the conflict of competing needs and drives for expression or compromise solution of these needs. Only latterly do the courses pay more attention to the counter theory, more traditional with medicine, namely, the neurobiological concept, which attempts to explain behavior in terms of deficit, impaired capacities, release or loss of controlled behavior, and the lowering of the organizational level. In fact, a number of students have taken issue with the conventional criticism by psychiatrists of the reductionist aspect of the medical model, in which it is alleged that attention is focused entirely upon etiology related to biological dysfunction. Students have pointed out to me that our scientific colleagues in the medical fields deal intelligently and perceptively with multiple determinants of behavior and with the complex interrelationships of biologic and psychologic phenomena in their patients. On the contrary, they go further and say that many of the psychiatrists with whom they have met appear to be enslaved by a simplistic reductionist notion that all human behavior is explicable in the paradigm of unconscious psychologic conflict and attempts at its resolution.
Other conceptual matters which either perplexed or concerned them were the following: (1) the anti-Mom movement, which purports to explain all deviant behavior on the basis of the cold or refrigerator or schizophrenogenic mother; (2) specificity concepts obviously applied prematurely and often inaccurately to many psychosomatic conditions, neurosis and psychosis; (3) our neglect of genetics; (4) our inability to distinguish between meaning and cause; (5) our vacillating loyalties, from exclusive concern with intrapsychic phenomena to that of social and political influence, and currently to the renaissance of interest in biologic matters, as explanations of behavior; (6) our limited statistical follow-up studies, slovenly diagnostic practices, and our reluctance to point out that, as yet, we have no clear understanding of the basic causes of mental disease.
From procedural points of view, our students have helped us see more clearly other of our deficiencies in our teaching programs. We have been so fascinated by what we hear that we have neglected to look. Rare, indeed, even in the very best of the accounts of our patients' histories (incidentally, the best clinical histories recorded in our department over the past twenty-five years, have undeniably been those prepared by the third-year medical students) do we find a report of the physical description of the person-dress, mannerisms, posture, gait, facial expression, height, weight, complexion, movement, etc. We can well respond to the wisdom of the dean of malapropisms, Yogi Berra, when he said, "You can observe a lot just by watchin'." Another significant deficiency in our teaching is that students and others are apt to record data in terms of inferred psychodynamics rather than at the phenotypic level of behavior, terms such as "regression in the service of the ego," "introjection of hostile wishes," "homosexual panic," or even more simply, "the patient is depressed" or "hallucinated" or "paranoid," are commonly used without giving any specific evidence of the behavior which led to the inference. We have been so eager to teach our students to be attentive to and concerned with how persons feel towards themselves and with each other, that we have neglected to impress upon them the need also to record how people think and how they actually behave. This again brings to mind that we have championed the psychosocial model at times to the detriment of the genetic biological model of behavior.
Psychotherapy, as it was influenced by psychoanalytic psychology, was most concerned with the internal unconscious conflicts of the individual, but now it attempts to change or modify interpersonal, family, and other social systems in which the patient is a member. Our students at times appear to be puzzled about the psychiatrist having been Mr. Inside and now is becoming Mr. Outside. Students become aware that dynamic psychotherapy, as influenced by psychoanalytic psychology, has had a tremendous humanizing influence on all of Medicine. It has helped inestimably in understanding each other and our patients and has made possible a beginning systematic approach to the study of the interaction between patient and physician. With other of our medical colleagues, we seem to have rediscovered the human family as well as the human community, and our concern about these matters has added immeasurably to our understanding of the human condition. However, while we have devoted considerable attention to the chronology of the life cycle, many of us seem to have gotten stuck at the end of our concern with adolescence and give little attention to issues and problems of middle life, late life, senescence, and senility.
Students often get bothered and annoyed at listening and participating in our case conferences. We may think of ourselves as long-suffering, but they look upon us as long-winded. We are addicted to jargon and use terms imprecisely. Anyone who comes on time to an assignment is obviously an established anal character.
At times we forget that our primary loyalty as clinician is to the patient, to the understanding of his distress, and to its relief, and not to our personal needs, beliefs, ideologies, or chosen preferences for favorite drugs or modes of treatment. Sir Thomas Browne cautioned us over 300 years ago, when he said, "I desire rather to cure his infirmities than my own necessities."
Students feel that at times we have not only over-evaluated the efficacy of psychotherapy, at times have been committed to one method or the other without adequate evidence of its being more useful than another, and have wondered why we have not searched further for what is basic or common to all psychotherapeutic modes. With us, they are overwhelmed by the 130 different modes which have emerged from analytically-oriented therapy, behavior therapy, humanistic therapy, and transpersonal therapy, as well as others which could be classified as pantheoretical.
Most puzzling to the students during their clinical assignment is what they have described as the deceptive egalitarianism of the inpatient floor staff, the assumption being regardless of background and technical preparation, that it really doesn't matter what you know, so long as you feel for the patient. They were shocked, too, to learn how little their senior teachers knew of pharmacology. And, with us, they appear at times to be puzzled by the polarities of the medical and nonmedical models, the former usually carrying pejorative intent. They recognize that whatever the nonmedical model consists of, methods used can be much more authoritarian, for example, behavior therapy, than what is assumed to be the traditional medical model as defined by Parsons for the acutely physically ill person.
Finally, they observed our bumbling political intervention in ventures for community mental health, the evangelical aspects of discharging patients prematurely from chronic hospitals without adequate means to care for them in the community; the regressive action which led to the elimination of the internship preparatory to psychiatry; and the remarkable expansion in our response to the needs of those who are unhappy, troubled, alienated, lonely, and afflicted with the malaise and anomie of our time. In this we have wandered far from our original aim, the art of treating mental disorders, and now we are concerned not only with the relief of distress, but with the achievement of positive mental health, and so the range of problems has expanded. Our population has extended from patient to client and now to penitent.
Let me emphasize again that the primary goal of the teaching of our undergraduate medical students has not been the recruitment of career psychiatrists, but rather to help all physicians to acquire the attitudes, knowledge, and skill to deal with human distress in a context that includes the psychosocial as well as the biological. I am encouraged by my personal experience and by the judgment of my esteemed colleague, Leon Eisenberg [5] . He, too, believes that "Psychiatry, at its best, is a paradigm for the general medical practice of the future." He added, "This may seem an outlandish claim for a field which boasts of few spectacular advances." Further, he added, "There are no imperialistic aims behind this claim. Quite to the contrary, insofar as psychiatry is successful in clarifying the psychobiologic bases of health and illness, that knowledge will pass into the domain of the generalist, and the psychiatrist will join other specialists in the secondary and tertiary cadres of the health system."
But, there is little reason to be smug. There is so much to learn and to unlearn, so very much yet to be discovered. I have not only learned from my students, but I have enjoyed immensely knowing them and working with them. I am reminded of Montaigne's remark, "It is the journey, not the arrival, that matters." My journey has been the day-to-day meeting with our students and our patients and their families in the village green of our teaching hospital. I am forever in their debt.
